SUMMARY A patient is described who had polymyositis with arthritis, keratodermia blenorrhagica, pulmonary fibrosis, and cardiac failure with a right bundle branch block. The cutaneous lesions on his palms and soles, considered to be specific for Reiter's syndrome, pointed to an overlapping of polymyositis with features of this syndrome. Findings typical of myositis were present. In addition a muscle biopsy showed sarcolemmal and endomysial deposits of IgG and IgM, and the serum level of IgM was elevated. Because skin lesions appeared at the height of symptoms in other organs, the possibility is raised that both might stem from a common immune process.
The usual cutaneous manifestation of polymyositis/dermatomyositis is localised or diffuse erythema over the face, shoulders, and arms. In children a pathognomonic 'heliotrope' rash is sometimes seen. Occasionally, raised and erythematosus lesions, which later become atrophic and scaly, appear over elbows, knuckles, and medial malleoli. ' We report a case of polymyositis with keratodermia blenorrhagica, an association which to our knowledge has not been described before. It is possible that this case represents an overlapping of polymyositis and features of Reiter's syndrome. Case report Until December 1979 a 53-year-old farmer had been in good health and had had no history of rheumatic, respiratory, neurological, or skin disease. In 1969 the patient had given up a 20-year habit of smoking a pack of cigarettes a day. In January 1979 a mass screening chest roentgenograph had been normal. In December 1979 swelling of the wrists developed. During the following month the joint symptoms grew worse and were accompanied by some fever, cough, and dyspnoea. Up to this time there had been no history of muscle weakness. In February 1980 he was Accepted for publication 10 June 1982. Correspondence to Dr S. Jalava, Department of Medicine, Paimio Hospital, SF-21540 Preitila, Finland. admitted to hospital because of symptoms and because a chest roentgenograph showed basal infiltrates (Fig. 1) .
On admission the patient's condition was poor. He had fever (up to 39°C) and suffered from dyspnoea on even the slightest physical activity. Blood pressure was 160/90 mmHg and pulse rate 100/min. The heart sounds were normal and there were no frank signs of cardiac failure. Dry rales were heard, particularly over the basal zones. His ankles, wrists, and hands were swollen and the joints generally painful. On admission his skin was healthy, but within a few days sharply demarcated florid lesions developed on the palms and soles, and to a slight extent on the neck These lesions were indistinguishable from the keratodermia blenorrhagica of Reiter's syndrome (Fig. 2) . Fig. 3 A biopsy was taken from the left anterior tibial muscle (Fig. 4) In May 1981 the steroid dosage was increased to 32 mg of methylprednisolone daily, which quickly brought the muscle enzyme levels down to normal. In a follow-up EMG in September 1981 the unit potential abnormalities were unchanged, but the fibrillation potentials had virtually disappeared.
The patient has now been followed-up for more than 2 years. He is on a sickness pension because of dyspnoea due to pulmonary fibrosis and heart disease. He continues to suffer from Raynaud's symptoms but not from pain or swelling of the joints. Muscle weakness is minimal. Medication is digoxin, diuretics, and 8 mg of methylprednisolone daily. The prominent extramuscular symptoms are probably also manifestations of polymyositis. Pulmonary fibrosis is estimated to affect up to 9% of patients with polymyositis.5 Cardiac involvement, due to inflammation or to fibrosis of the myocardium or both, is present in 10 to 69 % if the electrocardiogram is used as the criterion. The commonest findings are arrhythmias and conduction blocks. Cardiac failure is uncommon.6 From 25 to 50% of patients with polymyositis have arthritis. It is usually mild, nonerosive, and typically confined to hands, wrists, and knees. Schumacher et al.7 have suggested that, as arthritis and pulmonary fibrosis often occur together, this combination of symptoms may represent a distinctive subset of myositis.
The presence of keratodermia blenorrhagica raises the possibility of an incomplete manifestation of Reiter's syndrome. Arthritis and typical skin manifestations were present, but there was no convincing evidence of urethritis, no balanitis, and no conjunctivitis. Furthermore, unlike most patients with Reiter's syndrome, our patient was negative for HLA B27, but he was positive for B8, which is known to correlate positively with polymyositis.8 Overlap syndromes between polymyositis and other connective tissue diseases do occur, but we know of no reported overlapping between polymyositis and Reiter's syndrome.
A differential diagnosis of the skin involvement must also take psoriasis into consideration. The rupioid form of psoriasis in particular may be both clinically and histologically indistinguishable from the cutaneous manifestations of Reiter's syndrome. Cases have been reported in which a typical Reiter's syndrome with keratodermia blenorrhagica has progressed to typical psoriasis with either rheumatoidlike or psoriatic arthritis.9 Indeed, psoriasis and Reiter's syndrome may be related conditions. However, whereas Reiter's syndrome may be complicated by carditis, neither Reiter's syndrome nor psoriasis alone would explain the myositis in our patient.
In polymyositis, skin manifestations rarely extend to the hands. 
